Introduction
Odontoid fractures (OF) are frequent in the trauma population, and there is no universally accepted single method of management. The objective of this study was to evaluate the epidemiology and management of type II OF in Latin America treated either with rigid cervical orthosis or surgery.
Patients and Methods
A total of 83 patients treated conservatively or by surgery were enrolled in this retrospective study. Medical charts, imaging studies, and outcomes of patients were analyzed in the pretreatment period and at the last medical evaluation. The fractures were assessed using conventional radiographs, three-dimensional computed tomographic (3D-CT) scans, and magnetic resonance images. Fracture gaps, the direction and the degree of displacement of the odontoid process, the fracture line anatomy, the degrees of atlantoaxial instability, the comminuted fracture, and the surface contact area were analyzed. The decision for operative or nonoperative treatment was based on anesthesia risk, and patient's choice of the nonoperative treatment. The nonoperative management generally consisted of a rigid cervical orthosis for 3 months. The type of surgery to be performed was chosen by the surgeon. The solid bony union was defined as the presence of bony bridges and the definite continuity of cortical bone. Fibrous union was considered present when no degree of motion was evident in dynamic radiographs despite persistent cortical bone discontinuity within a fracture gap on 3D CT scans. Nonunion was defined as a definite fracture gap with abnormal motion of the fractured dens on dynamic radiographs and on a 3D CT scan.
Results
A total of 83 patients were included in this study. The patients were 78.3% men, the mean age = 44.98 ( ± 23.20 years) years. Traffic accidents (66.3%) were the most common cause of trauma. The main symptom was pain (85.5%) in the posterior cervical region. The median time elapsed from accident to surgery was 7 days (P25: 2/P75: 27.5). Median follow-up was 23.66 ( ± 25.43 months) months. Conservative treatment with cervical orthosis, for example, Miami J collar or halo-vest was used in 20.5% of the cases. Odontoid screw technics (57.6%) were the most common surgical treatment adopted as primary surgical treatment. Symptomatic nonunion was observed in two cases with conservative treatment and three cases after odontoid screw fixation. All the patients were referred to posterior C1-C2 fixation. The posterior fixation tended to be used after conservative failed therapy, after nonunion anterior screw surgery, and in fractures with greater displacement. The most common radiological feature was no displacement of the odontoid process in relation to the body of C2, horizontal fracture line, gap fracture < 2 mm, no subluxation across each C1-C2 facet joint and no comminuted fracture.
Conclusion
The patients treated nonoperatively with a rigid collar may have an overall favorable outcome compared with surgical treatment. A well-designed prospective study is needed to better elucidate optimal treatment algorithms from both an outcomes and cost-effectiveness perspective.
